Study objective-The aim was to examine the epidemiology of unknown primary cancer mortality in the USA during 1979 to 1988 by age, sex, race, year, and geographical area.
mortality rates for ill defined cancer. State and regional median family income levels were obtained from the 1980 census and compared to corresponding mortality rates.
Setting-This study used data for the US population, the 50 states, and the District of Columbia.
Measurements The rate in DC was 24-8 per 100 000 population among blacks and 15 3 per 100 000 population among whites. The ill defined cancer mortality rate in DC was 58% higher than the national rate, while its overall cancer mortality rate exceeded the national rate by 29%. During 1984 During -1988 in DC, an average of 148 deaths occurred each year due to ill defined cancer, accounting for 9 2% of all cancer deaths. The relative order of the ill defined cancer mortality rates in the district, delineated by race and sex, was identical to that of the nation (table I) .
To determine if the higher mortality of ill defined cancer among blacks was due to their overall higher cancer incidence, mortality rates due to ill defined cancer were compared to incidence rates for all cancers combined (fig 2) . t_ The relative mortality rate due to ill defined cancer mortality was consistently greater than the relative incidence of all cancers. The effect was most pronounced among younger black men ( fig  2A) and women (fig 2B) The increasing mortality rate of ill defined cancers during the study period may be an artefact of misclassification of the cause of death, and is consistent with the reported increasing use of non-specific terminology on death records.'2 13 Although more precise diagnostic information may have been documented in hospital outpatient medical records, this information may have been omitted from death certificates, particularly when certification is made by those not familiar with the decedent's case (eg, following multiple hospital transfers or in emergency rooms). Thus misclassification may also explain some of the racial differential in the mortality rate of ill defined cancer.
Rutstein and colleagues have suggested the use of a set of sentinel causes of death as indicators of potential gaps in the access, timeliness, or quality ofhealth care.25 Application of Rutstein's methods in the USA and DC revealed striking racial differences in mortality due to treatable conditions such as cervical cancer, asthma, and tuberculosis.23 The similar racial disparity in mortality due to ill defined cancer suggests that it, too, may serve as an indicator of deficiencies in the health care sytem.
We encourage state and local public health officials to monitor the trends in mortality due to ill defined cancers and initiate retrospective case investigations. Investigation of a sample of cases, analogous to infant or maternal mortality case reviews, may identify specific gaps in cancer prevention and control efforts such as public education regarding the early warning signs of cancer or availability of low cost mammography and cervical cancer screening. Further, these inquiries may serve as a surveillance tool to assess the accuracy of death records and measure the equity and quality of the health care sytems in their area.
